Insurance Verification Form	Today’s Date:__________	Employee Initials:________	Appt Date: __________
Subscriber Name: _________________________________________		Subscriber DOB:___________________
SSN/ ID #: _________________________	Employer:_______________________	Group #:___________________
Policy #:___________________		Phone#: ______________________	 Spoke With:______________________
Pt Name: ______________________	Pt DOB:_______________________	Rel to Subscriber:__________________

Coverage Information 
Insurance Company Full Name: ______________________________________ 	Phone #:________________________
Claim Address: ___________________________________________________	Fax#:___________________________
EDI Payer#:_____________  Effective Date:_____________  Ben Year starts:__________ Which Fee Sched:___________
Covg Type:____________    PPO (Participating)	     PPO (Out of network)	                HMO 		     Indemnity
Claim Time Limit: ______ Months  Covg age Limit: Child_________ Student__________ Min Pre Auth Amount_________
Coordination of Benefit Method:     DOB rule	Gender Rule	Covg Length Rule        None       None Duplication Clause
Yearly Maximum(s): $_____________	All services	Other	Benefits for the year: USED $______________________
Ortho Maximum: ______________ Lifetime max? Yes/No	Age Limit__________ Used $______________________
Deductible Amount: Individual: $________ Met?  Yes   No  Family: $_______  Met?  Yes   No  Amt met_____ Life /Annual
Deductible Applies to:	All	Preventative	Basic	Major	Other:________________________________________
Missing Tooth Clause?    Yes    No     Waiting Periods?  Yes/ No   Time:____________Services:_______________________

Preventative/ Diag Benefits:	Basic Benefits:				 Major & Misc Benefits:
Preventive:	   ________%	Perio:   Surg:_____% Non-Surg:______%  Major:	______%  Crowns(2751,2740): _____%
Diagnostic:	   ________%	SRP (4341)/Other(4346)             ______%   B/U, P&C (2950,52,54)	     ________%
FMX:		   ________%	Arestin (4381) Freq_______      ______%   Implants (6010)		     ________%
Bitewings:	   ________%	Arestin: Covered/ Not Covered		  Abutment (6057)		     ________%
PA:		   ________%	Perio Maint (4910)	            ______%	  Imp Crown (6060)		     ________%
Sealants:	   ________%	Oral Surgery:		            ______%   Palliative: (9110)		     ________%
Space Maint:	   ________%	Simple Ext (7111, 7140, 7210)  ______%   Nitrous (9230) Bill 15/30 Min?      ________%
Lmt. Eval (0140)	   ________%	Endo (3310, 3320, 3330):          ______%   Bone Graft (7953,6104)	     ________%
Ortho (8080/8090) _______%	Restorative: ______%  Freq.     _______    Membrane (4266,4267)	     ________%
Misc Perio (4999) _______%	FM Debride(4355)_____% Freq ______    Prosthetics			     ________%  
Posterior Crns:	Alt. Benefit (downgraded)  Yes / No			  Occ. Guard (9940)   ______%  Freq ________	 Posterior Composites: Cov’d? ______%  Downgrade to amalgam?	   Overdenture (5863, 5864)	     ________%
Not Cov’d	Pre molars?	Molars? 	Alt Benefit?		   Dentures/Partials (5211,5110)	     ________%
									   
Procedure Limitations:
Exams: (0120)		1/6 mo  	2/Yr		Other:_______________  Date of last exam:_______________
FMX: (0210)Pano (0330) 1/36 mo            1/60 mo	Other:_______________  Date of last FMX: _______________
Bitewings: (0272,0274)	1/6 mo   1/12mo  1/yr   2/yr	Other:_______________  Date of last BWX: _______________ 
Prophy: (1110,1120)	1/6 months     2/year    Age Lmt(1120) ____Other:______  Date of last Prophy:______________
Fluoride: (1208)		Yes/No     Age Lmt_______ Freq:________________	    Date of Last FL2 :________________ 
Sealants (1351) 		Yes/No     Age Limit:_______   Teeth Cov’d: __________         Frequency:___________________
Space Maint (1510)         Yes/No    Age Limit:_______   Teeth Cov’d: __________         Frequency:___________________
SRP (4341,4342)   # Quads/day:_________  Every____Month(s)________Year(s)   Date of last SRP:_________________
Perio Maint: (4910)	Yes/No     1/6mo   2/12mo   1/3mo  4/yr  Alt Benefit?	  Date of last Perio Maint:___________
Prosth (removable)     5 years    7 years    10 years   Other:_______  Waiting period?_________    Bill on:   Prep/Seat
Prosth (Fixed/Crns)     5 years    7 years    10 years   Other:_______  Waiting period?_________    Bill on:   Prep/Seat
Other info to include: _______________________________________________________________________________
_________________________________________________________________________________________________
